MISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH BE63<027365

ODEPARTMENT OF PUBLIC HEALTH AND WHELFARE 042 000 97

DO NGT WRITE AMENDED Registration District No. -~ ~__ Primary Registration District No. —were e __ Reglatrar's No. _~ _ = __
ON THIS $TUB - Ty
1. PLACE OF DEATH 7. USUAL RESIDENCE {Whers deccated lived. If institution: Residence befors

a. COUNTY B'IJ.Cha.na.n a. STATE Missouri b. COUNTY mmw admission)
b. COIIRY (If ourside corporate llmits, give TOWNSHIP only} Length of s1ay in Tk c. Cily Inside Limits

TowN  5t, Joseph, 3 months Town Cosby, Yes O NoXt

c. FULL NAME OF {If NOT in hospital, give location} Ingide Limits d, STREET M cutside, give locatle Resi
HOSPITAL O ADDRESS (I ounide, @ K eside on Farm

R
msniution Meth, Hosp. & Med, Center (YR NoO Rural Route Yes L No O
. NAME OF DECEASED First Middls Tat 4. DATE Month Day Yeor
{Type or print) OF
JOHN H, SCHNEIDER DEATH August 10, 196:2
. SEX 6. COLOR OR RACE 7. Married ]  Never Married [] [8. DATE OF BIRTH | ¥ AGE (last birthday) | IF UNDER 1 YEAR { IF UNDER 24 HR
Male White Widowed O Dherced O 1y ] 7902 61 ot | Dan | Howrs | i

- USUAL OCCUPATION (Glve kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| T1. BIRTHPLACE (City and state or coyntry} | 12. CITIZEN OF WHAT COUNTRY

duting mos! of working life, even if retired)
culture Cosby, Missouri U.S.A.
. FATHER’S NAME 13L. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Henry Chris Schneider Carolyn Schrier Pearlie Schneider

15, WAS DECEASED EVER IN U.5. ARMED FORCES? T4 _=AriAl SErlnItY sin [ 17. INFORMANT Addrens
(Yes, no, gr unknown) |(If yos, give war or dates of servi
No Mrs. Pearlie Schneider-Cosby,

18. CAUSE OF DEATH (Entar only one cause per line for {a), {b), and {c). INTERVAL BETWEEN

PART I. DEATH WAS CAUSED BY: N / ONSET AND DEATH
IMMEDIATE CAUSE (o) &i&m&i 4&5}"’/})‘5 ) ? S,
Bonr & 1167735/ 5 / b
B, /stenn/ /‘/Zaf,eougf/{/za s/ 6 7o,

DUE TO (o)

PART 1. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but no! related to the terminal PART 1II. If deceased weas female war
disszre condition given in PART 1 (s} thare & pregnancy in last 90 days.

IDYell O Ne I O Unknown

19. WAS AUTOPSY 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter natura of injury in PART | or PART 11 of item 18.)
PERFORMED? u] m} =]
YESO NOR)

20c. TIME OF Hour Month, Day, Year
INJURY a.m.

\

20d. INJURY OCCURRED 208, PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
" WHILE AT WORK farm, factary, street, office bidg., efc.)
NQT WHILE AT WORK [J

the decaased frnm_é—-..l 'Z e 6 j tﬂ_Z———L&ézlﬂd last saw g?r; alive on. a‘:— 7- 6 -?‘

Ll-l 55 AM m on the date stated above, and to the best of my knowledge, from the causes stated.

(Degree ar title} 225, ADDRESS R i;n.qrs SIGNED
2L Do ¢ Yo Antas o~ Cog \F-r2-¢3,

-71 BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION Mity, 1o, or county) {Siate)

STATE FILE NUMBER

V5 300
Rev. 4/59

'S/ 7
2p630,

TDATE AMENDED

3
4

DOCUMENT

which gave rise ro
above caus [a),
stating the under-
lying causa last.

Condirtions, if lny,] DUE TO (b)-

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

}AL CERTIFICATION

JH AR

£

3

2

USE BLACK INK

SHOULD READ

NN Mar

TYPEWRITER RIBBON

REMOVAL {Specify}

Burl | Memorial P St.
24, FUNERALaI}RECTOR Aug-‘i'_];%?{s = %&%{g&\l REG. .Elé. REL_OISTRA 'S SIGNATURE
Bv sy /563 | Pte Clarke”

Meierhof'fer-Fleeman Inc., St. Joseph, Mo .

{Licansed Embalmar‘y Snmq"u on Reverse Side)

BY AFEHAYIT OF

ITEM NO.




- - STATEMENT. BY LICENSED EMBALMER

| hereby certify- that the body wl"ﬁos'e- n'arhe‘is recorded on 'the reverse side of this certificale was embalmed by me,

or by Student Embalmer No.

working under my personal supervision,

Student

Signature of Studen?! Embalrmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure to comply
with the above constitutes grounds for revocation of license).
©* * If embalrmed by a*STUDENT, he also’shall sign in his OWN handwrlllng

If 1h|s body is not embalmed fac1 should be so stated above.

s . 1.




